Objective: Investigate the hypothesis that family competence in addressing challenges associated with sickle cell disease (SCD) contributes to adolescents' adjustment.
SCD include susceptibility to infections, acute chest syndrome, anemia, and stroke. The disease can also affect the physical appearance of adolescents. Small stature and delayed puberty, complications of SCD, can affect self-esteem and peer relationships (Charache, Lubin, & Reid, 1989) .
A current research focus is to understand why some children and adolescents with SCD develop psychological problems while others do not. Family functioning, such as competence of the family to cope with the illness, is one domain of variables that may help researchers and clinicians understand which children with SCD are most at risk for psychological problems. Family competence refers to the ability of the family to manage the stressors they confront, including both effective emotion management and problem management. By gathering data on children with a range of adaptational outcomes to SCD, researchers could study more carefully children and families who are adapting well to the disease, and those lessons could be applied to children with adjustment difficulties.
A number of models attempt to explain why some children with chronic illness enjoy good psychological well-being while others do not. For example, the disability-stress-coping model described by Wallander and his colleagues (Wallander & Varni, 1992; Wallander, Varni, Babani, Banis, & Wilcox, 1989 ) includes risk and resistance factors that contribute to adaptation. The family environment, social support, family members' adaptation, and utilitarian resources are examples of resistance factors that influence appraisals and coping in response to stressors associated with chronic conditions. Similarly, the transactional stress and coping model developed by Thompson and his colleagues (Thompson, Gil, Burbach, Keith, & Kinney, 1993) attempts to account for variations in the adjustment of children with chronic illness. Child adjustment is influenced by a number of factors, including maternal adjustment, which is influenced by appraisals and coping efforts as well as family functioning. When applied to SCD, both of these models, as well as other perspectives (e.g., Slaughter & Dilworth-Anderson, 1990 ), would conceptualize SCD as a stressor or as a condition that produces stressors that necessitate adaptation by families. Although different models emphasize the role of family functioning to a greater or lesser extent, each acknowledges the potential of the family environment to affect children's psychological adjustment. Kliewer, Sandier, and Wolchik (1994) identified alternative pathways by which families influence children's adaptation to stressors. Parents both model competent responses to stressors and shape the family context in which coping in response to stressors occurs. Parents are responsible for establishing family routines, for creating a sense of cohesion or disengagement among family members, for setting norms regarding communication in the family, and for regulating contact with peers, other adults, and extended family members. Thus, family competence at coping with stressors largely is influenced by parental behavior.
Families who are more competent may enhance psychological adaptation to the disease process in several ways. First, competent families do a better job of making children feel cared for and safe. Feelings of security and belonging, in turn, may reduce children's sense of threat in response to diseaserelated and other stressors. Second, competent families convey to their children that they matter, which may enhance self-esteem and again reduce harmful threat appraisals. Third, more competent families may influence children's adjustment by conveying the notion that support is available, and thus may affect children's evaluations of their resources to manage stressors. In the above ways competent families affect children's sense of threat, which has been linked theoretically and empirically to adjustment (e.g., Kliewer et al., 1994; Kliewer, Fearnow, & Walton, 1998; Sheets, Sandier, & West, 1996) . Competent families also affect children's coping efforts by modeling adaptive coping strategies, facilitating approach-oriented versus avoidant coping efforts, and providing access to coping resources both inside and outside the family. Some of these notions are echoed by Kazak and her colleagues (Kazak, Segal-Andrews, & Johnson, 1995) , who argue for the importance of a family systems approach in understanding children's adjustment to illness.
The role of family functioning in the psychological adjustment of youths with chronic illness generally and SCD specifically has been delineated in a number of studies. Recently Drotar (1997) reviewed 57 published studies concerning the relationship of parent and family functioning to the psychological adjustment of children with chronic health conditions. He found that more adaptive family relationships (e.g., families characterized by high levels of cohesion or support) and parental psychological ad-justment were associated with positive psychological adjustment; less adaptive family relationships (e.g., greater conflict and maternal psychological distress) predicted problematic adjustment.
In studies of youths with SCD, both Brown et al. (1993) and have linked increased family cohesion with fewer behavior problems and more adaptive functioning. Brown et al. found that families promote psychological adjustment when they are emotionally close, as well as support age-appropriate separation and autonomy. Hurtig and Park found that interactive, supportive, and organized families effectively protected their children from the stresses associated with SCD.
In contrast, adolescents from less cohesive families experience a number of psychosocial difficulties. When compared to sibling controls, children and adolescents with SCD reported increased depressive symptoms; their mothers endorsed more externalizing symptoms and less adaptive behaviors; and their teachers rated them as more socially impaired (Brown et al., 1993) . Parental functioning also appears to affect child adjustment. Thompson et al. (1993) found that after controlling for illness parameters and demographic factors, parental anxiety accounted for 16%-33% of the variance in mother-reported behavior problems. This finding, however, was not replicated in a longitudinal study of adjustment to SCD (Thompson et al., 1994) .
There is some evidence, albeit limited, that families exert a differential impact on boys and girls with SCD. For example, found that increased family conflict was related to more aggressive and delinquent problems in girls, and low family cohesiveness and expressiveness were associated with increased somatic, uncommunicative, and schizoid problems in boys.
Demographic factors including age, gender, and socioeconomic status (SES) also affect psychological adjustment. Adolescents with SCD may experience more behavior problems than their younger counterparts (Hurtig, 1986; Iloeje, 1991) , although in their longitudinal study of 7-to 14-year-olds, Thompson et al. (1994) found that younger children had more mother-rated internalizing symptoms. In lifelong chronic illnesses such as SCD, adolescence is the time when patients begin to realize the implications and the permanence of the disease (Walco & Dampier, 1987) . They become aware of the limitations imposed by the disease and its impact on their future (Hurtig, Koepke, & Park, 1989) . Misconceptions about SCD during adolescence may also lead to unrealistic expectations of premature death or disability (Walco & Dampier, 1987) . In respect to gender, adolescent boys with SCD were found to have more adjustment difficulties than adolescent girls with SCD ). Lemanek and her colleagues (Lemanek, Moore, Gresham, Williamson, & Kelley, 1986) found that the psychological problems manifested by children with SCD were due to low SES rather than to the disease itself.
Although medical variables, particularly disease severity, may be associated with psychological adjustment, they have rarely been considered in studies of adjustment . One difficulty is that no standardized measure of disease severity in SCD has been described. A wide range of symptom patterns and variability of response to the sickling process complicate the measurement of severity of SCD ). Hurtig and colleagues did not find disease severity, defined by a combination of medical and illness-related variables, to predict psychological adjustment. Similarly, Thompson et al. (1994) found that type of SCD was unrelated to children's adjustment.
The aim of this study was to understand the contributions of family competence to the psychological adjustment of adolescents with SCD, taking into consideration relevant demographic and medical variables. Once this relationship is determined, appropriate intervention strategies can be designed and implemented. Our study, unlike prior research, uses a family systems orientation to investigate linkages between competence and adjustment in adolescents with SCD, considers the perspectives of multiple informants in assessing both family competence and adjustment, provides a detailed assessment of illness severity along with measures of family competence, and interviews families who ranged in SES.
Building on the work of Wallander et al. (1989) , we tested the hypothesis that family competence would be associated with better psychological adjustment in adolescents with SCD, even after relevant demographic and medical variables had been considered. Low family competence places adolescents with chronic illness at risk for the development of psychological adjustment problems. Higher functioning families are expected to be more successful in negotiating adolescent development Kell, Kllewer, Erickson, and Ohene-Frempong and more supportive of the chronically ill adolescent, facilitating better psychological adjustment. Differential effects of family competence across adolescents' age and gender were examined in an exploratory fashion.
ployed parents (20.8%); semiskilled workers (20.8%); skilled craftsmen, clerical and sales workers (15.5%); medium business owners, minor professionals, and technical workers (22.1%); and major business owners and professionals (6.5%).
Method

Participants
Participants were 80 African American adolescents with SCD and their parents attending routine clinic appointments at the Comprehensive Sickle Cell Center at the Children's Hospital of Philadelphia (CHOP). Inclusion criteria were a confirmed diagnosis of SCD and English as a primary language. Adolescents included 38 girls and 42 boys, ages 12 to 18 years, with a mean age of 14.4 years (SD = 1.9). The age distribution of the sample was as follows: 12-year-olds (17.5%), 13-year-olds (23.8%), 14-yearolds (15%), 15-year-olds (11.3%), 16-year-olds (16.3%), 17-year-olds (7.5%), and 18-year-olds (8.8%). The majority of adolescents had a diagnosis of SS (n = 55; 69%). Sixteen (20%) of participants had SC, four (5%) had SB 0 thalassemia, and five (6%) had SB+ thalassemia. Adolescents participating in the study were hospitalized an average of 1.4 times (SD = 2.3) for a mean of 6.3 days (SD = 12.5) during the previous year. Seventeen percent of the adolescents had experienced stroke and were on chronic transfusion therapy.
The majority of parental respondents were biological mothers (80.8%). Other parent/guardian respondents included: biological fathers (5.1%); adoptive mothers (2.6%); aunts (2.6%); a stepmother (1.3%); a foster mother (1.3%); a grandmother (1.3%); a housemother (1.3%); a stepfather (1.3 %); an adoptive father (1.3 %); and a grandfather (1.3%). All adolescents had lived with their participating parent or guardian for at least 12 months; over 80% had lived with their parent or guardian their entire lives. We coded SES using the four-factor index of social status (Hollingshead, 1975) . Social status scores ranged from 11 (lowest range; unskilled laborers) to 66 (highest range; major business owners and professionals). The average SES score was 33.3 (SD = 13.1) (middle range; skilled craftsmen, clerical and sales workers). The social status of parents participating in this study represented all five categories proposed by Hollingshead: unskilled laborers, service workers, and unem-
Measures
Predictor Variables
Family Competence and Dysfunction. These were assessed with the Self-Report Family Inventory (SFI) (Beavers & Hampson, 1990) . This 36-item questionnaire measures perceptions of competence and interaction style within the family. The SFI has five subscales derived through serial factor analyses. The health/competence scale, with 19 items, is the largest and principal scale of the SFI and was utilized in the current study. Sample items include "Our family is good at solving problems together" and "There is closeness in my family but each person is allowed to be special and different."
The health/competence subscale was utilized since it specifically measures competence. Other subscales assess conflict, cohesion, leadership, and emotional expressiveness and are not as valid or reliable as the health/competence subscale. Further, items in these subscales overlap with items on the health/competence subscale. Although there are no data on the SFI supporting its validity with minority families per se (personal communication with Beavers), minorities were included in the development process at levels representative of the general population. Hampson, Hulgus, and Beavers (1991) report an average test-retest reliability of .85 for the SFI, and average internal consistency (Cronbach's alpha) of .86. Strong correlations between the SFI competence scale and the cohesion scales of the Family Adaptability and Cohesion Evaluation Scale (FACES) II (Olson, Portner & Bell, 1982) , FACES III (Olson, Portner, & Lavee, 1985) , and Family Environment Scales (FES, Moos & Moos, 1981) have been found (Beavers & Hampson, 1990) . The SFI was derived from clinical studies of families.
Parents and adolescents completed the SFI independently in the present study. When completing the SFI, parents and adolescents were asked to identify everyone whom they considered "family" and to respond to the questions with this in mind. The vast majority of adolescents (90%) included their mothers, sisters (84%), and brothers (73%) in their definition, and half (51%) listed their fathers. Most participants' definitions of family extended beyond the immediate household. Forty percent of adolescents included aunts or uncles in their definition. The internal consistency reliabilities (Cronbach's alpha) of the scale in the present study were .90 for adolescents' ratings and .88 for parents' ratings. Higher scores reflect lower levels of competence and greater family dysfunction.
Medical Variables. These included type of hemoglobinopathy, presence of stroke, and health care utilization. Type of hemoglobinopathy is likely to be related to frequency of severe pain (Platt et al., 1991; Rucknagel, 1974) and overall clinical course (Vichinsky & Lubin, 1980) , although there is much variability. The homozygous condition, SS, is considered the most severe (Lanzkowsky, 1989) ; SB 0 thalassemia, one of the double heterozygous conditions, is considered to be as severe as SS (Lanzkowsky, 1989) ; SC, the second most common SCD, and SB+ thalassemia are generally milder than SS (Ohene-Frempong & Schwartz, 1989) .
The four genotypes represented in the study were coded into two groups to allow for comparison based on disease severity. Group 1 consisted of SS and SB 0 thalassemia, the two genotypes considered most severe. Group 2 consisted of SC and SB+ thalassemia, which are less severe forms of SCD. Information regarding type of hemoglobinopathy was determined by standard laboratory procedures and provided by the Comprehensive Sickle Cell Center.
Information on stroke and frequency and duration of hospitalization was also obtained from the Comprehensive Sickle Cell Center. Stroke is a major complication of SCD with an incidence rate of approximately 6% (Ohene-Frempong & Schwartz, 1989) . In addition to diagnostic category, presence of a stroke was used as an indicator of disease severity. Frequency and duration of hospitalizations have been used as indices of health care utilization (Gil, 1989) . Health care utilization may be an appropriate index to use to assess the impact of SCD complications on adjustment of children and adolescents with this disease (Lemanek et al., 1986) . Both total number of days hospitalized during the past year and the number of different hospitalizations were included as control variables in the analyses.
Demographic Information. This information was obtained during an interview with the parent/ guardian.
Criterion Variables
Adolescents' psychological adjustment was obtained through both self-and parent-report. Parents completed the behavior portion of the Child Behavior Checklist (CBCL; Achenbach, 1991a); adolescents completed the Youth Self-Report (YSR; Achenbach, 1991b) . The CBCL and YSR are standardized, empirically based descriptive measures of children's and adolescents' behavior problems. Second-order factor analyses of the CBCLs' and YSRs' clinical scales yielded Externalizing and Internalizing Factors. The Externalizing Scale is obtained by summing the Delinquent and Aggressive subscales. The Internalizing Scale includes Withdrawn, Anxious/Depressed, and Somatic Complaints subscales. For the present study, the Somatic Complaints subscale was removed from the Internalizing score of the CBCL and YSR and utilized as a separate variable because of the difficulty in interpreting the meaning of somatic complaints in a chronically ill population (Perrin, MacLean, & Perrin, 1989) . A modified Internalizing score was obtained by adding the raw scores for the Withdrawn and Anxious/ Depressed Scales.
Procedure
All procedures were approved by Children's Hospital of Philadelphia's (CHOP) Institutional Review Board and Virginia Commonwealth University's (VCU) Committee on the Conduct of Human Research. During routine clinic visits, parents and adolescents between the ages of 12 to 18 were approached by either the principal investigator or a research assistant. The study was explained in detail. Parents interested in participating gave written consent for themselves and for their child. Written consent was also obtained from adolescents at least 14 years of age and older. Verbal and written assents were obtained from children between the ages of 12 to 13 years as required by CHOP'S Institutional Review Board guidelines. If a parent or guardian was unable to accompany his or her child to the clinic, then consent was obtained by telephone and a telephone interview was scheduled for the parent or guardian.
All questionnaire items were read during clinic visits to ensure standardization. Participants circled their responses on an answer form. Parents were administered the CBCL and SFI, and were interviewed for demographic information. Adolescents com-pleted the YSR and SFI. Family members were separated during administration of questionnaires. Table I presents the means and standard deviations for adolescents' and parents' ratings of family competence and psychological adjustment measures. Repeated measures analyses of variance were performed to compare adolescents' and parents' ratings. Adolescents rated their families as significantly less competent than their parents, F(l, 74) = 14.86, p < .001, but there were no differences in ratings of externalizing problems, F(l, 74) < 1, modified internalizing problems, F(l, 74) < 1, or somatic complaints, F(l, 74) = 2.65, p > .10.
Results
Descriptive Analyses
Adolescents in the present study were not different from normative samples (Achenbach, 1991a (Achenbach, , 1991b on parent-or self-rated externalizing behavior problems. However, parents reported significantly more modified internalizing behavior problems for their sons, relative to normative samples, r(42) = 3.11, p < .01. (The modified norm was calculated by subtracting the somatic scale from the internalizing scale.) Statistically significant differences were also found between the means on the YSR and CBCL Somatic Complaints subscale for boys, YSR: r(46) = 4.18, p < .01; CBCL: f(40) = 7.31, p < .01, and girls, YSR: r(36) = 5.36, p < .01; CBCL r(39) = 3.91, p < .01. Both adolescents and their parents reported significantly more Somatic Complaints than the normative population. Over a third (37%) of the adolescents scored in the clinically significant range based on parent ratings; this figure was 43% when adolescent reports were used.
Percentage of adolescents scoring in the clinically significant range on adjustment problems (other than somatic complaints) varied from 1% to 14%. Consistent with prior research (Thompson et al., 1994) , internalizing behavior problems were more prevalent than externalizing difficulties. The rates of clinically significant problems appear lower in the present study relative to prior investigations (Thompson et al., 1994) .
Regression Analyses
Overview. Hierarchical regression analyses were conducted to determine whether demographic vari- 3.7 n = 75. Oat.i reported is based on listwise deletion. Higher stores reflect greater levels ol dysfunction tor .ill measures See text tor a description of significant differences across reporter ables, medical variables, and adolescents' and parents' ratings of family competence explained a significant proportion of the variance in psychological adjustment of adolescents with SCO. Two separate regression analyses were performed on each of the six criterion measures, one for each reporter (i.e., adolescent or parent). Somatic complaints were included as an outcome because, although they may reflect illness, psychological symptoms, or both, they are disruptive to normative development.
For each of the six criterion measures, predictor variables were entered in four steps according to a specified hierarchy: (1) demographic variables (age, gender, SES); (2) medical variables (number of days hospitalized in the past year, number of different hospitalizations, presence of stroke, and type of SCD); (3) family competence ratings (by adolescent or parent); and (4) interaction terms (age by family competence rating and gender by family competence rating).
Interaction terms were computed by first centering the continuous-level variables (subtracting the mean). The centered family competence rating terms were multiplied by the centered age terms or gender to form the interaction terms. This procedure for constructing interaction terms is recommended by Aiken and West (1991) to reduce potential problems with multicollinearity and to facilitate interpretation of significant interaction effects. Beta weights were evaluated at the final step of the regression equation when all terms were entered. Accordingly, these beta weights represent 
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average effects (Aiken & West, 1991) . When interaction terms were significant, the effects were plotted using procedures described by Aiken and West. Tolerances of predictor variables were at acceptable levels (Tabachnick & Fidell, 1983) . Multivariate outliers were identified using Cook's D distance measure (Cook & Weisberg, 1982) and outliers were removed when appropriate. Results of the analyses are summarized in Tables II-IV . Externalizing Behavior Problems. As seen in Table  II , each of the regressions predicting externalizing behavior was significant. The significant models explained between 24% and 44% of the variance in externalizing behavior. Models with the same reporter for competence and adjustment accounted for more variance (39% and 44%) than models that utilized different reporters for these constructs (24% and 31%). After controlling for demographic and medical variables, we found that ratings of family competence by the adolescent or parent accounted for 5% to 23% of the variance in symptoms. Greater levels of competence were associated with fewer externalizing problems. Additionally, ratings of competence by both adolescents and their parents were more predictive of younger adolescents' self-rated externalizing behaviors, relative to their older peers.
Modified Internalizing Problems. Table III presents results for the four regressions using modified internalizing problems as outcome measures. Here three of the four regressions were significant, accounting for between 21% and 38% of the variance in internalizing symptoms. At the point of entry into the regression equation, adolescents' ratings of family competence explained 15% of the variance in their reports of their internalizing behavior problems. Similarly, parental reports of family competence explained 8% of the variance in parental reports of adolescent's internalizing behavior problems. As with the prior analyses, higher family competence was associated with fewer internalizing problems. Age-by-competence interactions were present in models with youths' ratings of family competence. In these analyses family competence was a stronger predictor of younger adolescents' symptoms relative to their older peers. Further, gender-bycompetence interactions emerged in the two analyses utilizing within-reporter assessments of competence and adjustment. Plots of these interactions revealed that family competence had a stronger association with the internalizing behavior problems of girls than boys. Importantly, demographic and medical variables emerged as unique predictors of internalizing problems, though findings were not consistent across all the models 
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Step 4 tested. For adolescent reports of symptoms, gender was significant, with boys reporting more symptoms than girls. For parent reports of symptoms, stroke was a unique predictor. Adolescents who had had a stroke were rated as having more internalizing problems. Somatic Complaints. Results for regressions predicting somatic complaints are shown in Table IV . In contrast to the prior analyses, only one regression model was significant. In this model, parental ratings of family competence and a gender-bycompetence interaction were uniquely associated with somatic complaints. The gender-by-competence interaction revealed that family competence was associated with parents' ratings of adolescents' somatic symptoms among girls only.
Discussion
This study examined the contribution of family competence, disease severity, age, gender, and SES to the psychological adjustment of adolescents with SCD. Results indicated that after controlling for sociodemographic and medical variables, higher levels of family competence were associated with fewer behavioral and emotional problems in youths with SCD. These relations were particularly strong for younger adolescents. When internalizing outcomes were considered, girls were more influenced by family competence than boys. Results were consistent across parent and adolescent raters, indicating the findings were robust.
Data in the present study are consistent with a recent review (Drotar, 1997) demonstrating that among families with a child with a chronic health condition, less adaptive family relationships are associated with problematic adjustment. The two studies of children with SCD cited in the review (Thompson et al., 1993; Thompson et al., 1994) present a somewhat different picture of the role of parents' behavior in children's adjustment. In their cross-sectional study, Thompson and his colleagues (1993) found that maternal anxiety predicted mother-reported symptoms after controlling for medical and demographic variables. This finding, however, did not hold when the families were assessed 10 months later (Thompson et al., 1994) . Both studies focused on maternal anxiety rather than on overall family functioning, and sampled preadolescents, versus adolescents, which could explain differences from the present investigation.
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Step 4 and emotional problems, particularly for younger adolescents and girls. In lifelong chronic illnesses such as SCD, adolescence is the period during which awareness of the limitations imposed by the disease and its implications for the future occur ; this realization is likely to engender emotional reactions. In general, as perceived by both adolescents and their parents, family competence may become less important in predicting internalizing behaviors in older adolescents, as other influences influence their emotional wellbeing more heavily. Parental ratings of somatic complaints in girls were predicted by parental ratings of family competence. Higher ratings of family competence were positively associated with fewer somatic symptoms, such as aches, nausea, and dizziness, but only for girls, and only when parental ratings of family competence were used to predict their reports of these problems. Girls may develop somatic symptoms in response to family stress more frequently than do boys.
Lower SES was not related to behavior problems. This finding was consistent with other crosssectional data on adjustment to chronic illness (Thompson, 1992) . The increased number of actingout behaviors often observed in youths from lower SES backgrounds may have been moderated by the presence of SCD. Parents participating in this study often indicated a need to protect their adolescents, sharing beliefs that certain environmental variables could result in a painful episode of SCD or that the adolescent may be without parental supervision when a painful episode occurred. Increased violence in the inner city may have resulted in parents of these chronically ill adolescents becoming more protective and restrictive, thereby reducing the number of acting-out behaviors in many of these youths. In addition, services provided by the Comprehensive Sickle Cell Center may have provided some protection from the impact of low SES. At the center, adolescents were exposed to a support network, which afforded them significant opportunities to interact with professionals and peers.
Parents' reports of anxious, depressed, and withdrawn behaviors and emotions were also predicted by disease severity, as indexed by the presence of a stroke. Parents may be reporting disease-related variables that may mimic the symptoms of anxiety, depression, and withdrawal. In addition, parents may perceive the medical stresses faced by their children and may report them as assumed anxiety, depression, and withdrawal. The medical variables assessed in the present study appear to account for a similar percentage of parent-rated internalizing and externalizing symptoms relative to other studies (e.g., Thompson, 1992) , though direct comparison is difficult due to use of different illness parameters and measures of adjustment. After accounting for demographic variables, we found that medical variables in the present study accounted for 9%-10% of the variation in parent-rated externalizing symptoms and 14%-15% of the variation in parent-rated modified internalizing symptoms. Thompson reports that illness variables, which included pain frequency, SCD type, and SCD complications, accounted for 11% of the variation in externalizing problems and 29% of the variation in internalizing problems prior to controlling for SES, age, and gender.
Limitations of the Study
The contributions of this investigation must be considered within the following limitations. Although the sample size of the present study was larger than those in many investigations with chronically ill youths, statistical power would be enhanced with a larger sample size. Larger sample sizes will help to clarify some of the findings and allow for more specific analyses. The data were collected during routine clinic appointments at a comprehensive clinic dedicated exclusively to the treatment of children and adolescents with SCD, which potentially limits the generalizability of the current findings. With respect to the assessment of the youths' adjustment and family competence, only self-report measures from the youths and parents were obtained. No direct observation of behaviors or ratings from teachers, medical professionals, or clinicians were obtained. There is a lack of normative data for measures used to assess African American adolescents and youths with chronic illness. More definitive conclusions may be drawn from the findings as more research is conducted on the psychometric properties of the utilized instruments for African American adolescents. There is also a lack of normative data on the CBCL and YSR for a chronically ill population. Information from the somatic complaints subscale and other internalizing symptoms must be interpreted cautiously because these scores may be inflated (Perrin et al., 1991) . Finally, although decreased family competence was related to increased behavior problems, the correlational design precludes determination of the direction of causality. Specifically, families with an adolescent who exhibits a high number of behavior problems could become low on competence as a result.
Suggestions for Clinical Intervention and Research
To enhance the validity of research on family competence and adolescents' adjustment, future research should assess differences in adolescents and families who attend such specialized clinics and those who attend more general pediatric and family medicine clinics. Future research might include other raters or direct observation of targeted behavior to further assess for competence and adjustment. Use of longitudinal designs, while still correlational, would help to clarify the direction of association between family competence and adolescent adjustment.
Findings from the present study suggest that routine assessment of family competence and of psychological problems may be particularly important for adolescents with SCD. Further, families with adolescents who evidence difficulties with adjustment can 'be targeted for interventions that focus on enhancing family functioning. These interventions might take several forms, including groups targeted separately for adolescents and parents, or groups that target the family system. Increasing family competence might involve enhancing a sense of family cohesion and warmth in the parent-adolescent relationship, working on family communication and problem-solving skills, and working on boundary and control issues. Such experimental interventions would address current gaps in the literature by specifying and testing the hypothesized mechanisms through which family competence exerts an influence on adolescent adjustment (Drotar, 1997) .
